busy group practice. One of us (DS) has a
diploma from the Faculty of Family Planning
and Reproductive Health Care of the Royal Col-
lege of Obstetricians and Gynaecologists; the
other (CS) is a member of the same faculty, an
instructing doctor in family planning, and a
member of the British Menopause Society. We
therefore have an interest in general practice
gynaecology, which is a considerable part of our
everyday work.

We think that Smith should elaborate on one
of the sentences in the editorial: “The gynaecolo-
gists’ bias against medical treatments is unlikely
to be reduced while general practitioners, under-
standably less knowledgeable as they are, embark
on ineffective medical treatments before refer-
ring patients to specialists.” Is Smith suggesting
that all patients with any sort of gynaecological
problem should be referred to a consultant
gynaecologist? We assume that this is not the
case, unless the author is unaware of the sheer
volume of this work that is dealt with in primary
care. We would like some clarification of what
these “ineffective medical treatments” are. All
the medical treatments that we use are also used
by our local consultant gynaecological col-
leagues. We are aware, in this age of evidence
based medicine, that some medical treatments
are hard to evaluate and may not have been sci-
entifically proved in trials comparing them with
the gold standard. We would appreciate com-
ments on the effective medical treatments that
Smith uses so that we can improve our practice.

We see the future of gynaecology as starting
within primary care, where appropriately trained
and interested doctors can pursue the medical
investigations and treatments with appropriate
funding. The hospital specialist’s domain could
remain the surgical procedures and more
complicated medical treatments. The focus of
the editorial is also on women and their needs

and wants. We suspect that many women are

more comfortable being investigated and treated
by their own general practitioners. For some,
seeing a hospital gynaecologist is daunting.

CLARE J SEAMARK
General practitioner
DAVID A SEAMARK
General practitioner
The Surgery,
Marlpits Road,
Honiton,
Devon EX14 8DD
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Home versus hospital delivery

Analysis was flawed

EDprror,—R S Settatree’s analysis purporting to
show that delivery in hospital is safer than delivery
at home is flawed.! The 388 deaths among
normally formed infants weighing 2500 g or more
on which this analysis was based were the subject of
confidential inquiries in 1993. Such inquiries into
stillbirths and deaths in infancy are initiated when
relevant deaths have been identified through a vol-
untary rapid reporting system. In 1993 there was
no case by case cross checking between statutory
registration of deaths and the rapid reporting
system, but a comparison with the total numbers of
deaths indicated considerable underreporting to
the rapid reporting system.”? Furthermore, the
annual report for 1993 noted that the results of 45
confidential inquiries into deaths in this category
were submitted too late to be included in the
analyses.’

Not only were the numerators of the ratios
quoted for home and hospital deliveries
incomplete but the adjustments made to the
denominators to take account of unplanned
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births at home are also questionable. It was sug-
gested that estimates of the proportion of births
at home that are unplanned range from 10% to
60%, although references were not cited to sup-
port this. Settatree’s calculations shown are
based on an estimate of 26%, which is almost
certainly too low. A national survey of all births
at home in 1979 found that a third were
unplanned.* A more recent survey of births in the
former Northern Regional Health Authority
found that 40% of births at home had not been
planned to occur there.’

There is a further error in the calculations in that
the numerator data include deaths in England,
Wiales, and Northern Ireland while the denomina-
tor data are for only England and Wales.

In discussing intrapartum deaths at home the
report of the inquiry for 1993 stated, “A consist-
ent theme with the small number of home deliv-
eries which resulted in the death of the baby was
insufficient surveillance and monitoring of the
labour, and a lack of experience in the
community management of problems such as
shoulder dystocia and breech presentation.
These points were equally evident in the cases of
hospital delivery.”® Its authors also strove to
examine the deaths “without drawing potentially
erroneous conclusions from the limited sample
which incorporated both planned and un-
planned home deliveries.”? Other commentators
would be wise to display similar caution.

RONA CAMPBELL
Lecturer, health services research
Department of Social Medicine,
University of Bristol,
Bristol BS8 2PR
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Author’s reply

Eprror,—The data from the 1993 confidential
inquiry into stillbirths and deaths in infancy’
have weaknesses, but none of those suggested by
Rona Campbell undermine the conclusion that
the relative risk of fetal or infant loss due to
intrapartum causes is greater in planned home
delivery than in delivery in hospital.

The lack of national denominator data on
planned and unplanned home delivery forces
consideration of a range of estimates based on
regional studies. My analysis showed that if 26%
of home births are assumed to be unplanned
then the relative risk of planned home birth
becomes significantly greater than unity. If the
most recent estimate referred to by Campbell
(40% in the Northern region?®) is reflected
nationally then the relative risk increases to 2.50
(95% confidence interval 1.29 to 4.85, P=0.012
by Fisher’s exact test).

The possibilities arising from missing data are
more serious. However, even if all of the 45 cases
for which results of the confidential inquiries
were not received in time for analysis were hospi-
tal deliveries, the relative risk, on the same
assumption of 40% of all home deliveries being
unplanned, is still 2.24 (P=0.023), and if only
one of them followed planned home delivery this
rises to 2.49 (P=0.0087).

I would have expected professional awareness
of intrapartum deaths to result in high reporting

rates. If, however, there were some missed cases
among the admitted underreporting of all cases
to the inquiry this would render the current find-
ings non-significant only if there were an
improbably high number of unreported deaths
after hospital delivery. If the report of the confi-
dential inquiry erroneously excluded live births
in Northern Ireland from its denominators then
restoring them would reduce the estimate of
absolute risk but would be unlikely to affect rela-
tive risk.

Total annual national data can hardly be
regarded as a sample, but the number of deaths
after planned home birth was small and 1993
may have been a freak year. If a similar result is
observed for the years 1994 and 1995 then some
current assumptions on the safety of home
birth® will have to be reviewed. One major
advantage of the data from the confidential
inquiry is that they exclude congenital anomaly,
prematurity, and fetal death before the onset of
labour. This avoids the problem of comparisons
of crude perinatal mortality, which Campbell
and others have rightly noted cause confusion in
the statistical debate that surrounds the issue of
the safety of home birth.*
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Consultant obstetrician and gynaecologist
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Solihull B91 2JL
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Good quality evidence is lacking

Eprror,—T Dowswell and colleagues report that
in a feasibility study of a randomised controlled
trial of home and hospital births 14.2% (71/500) of
women were considered eligible for randomisation;
15% of them (11/71) consented to be
randomised.! Participation rates depend both on
the expectations of the inviting physician and on
women’s willingness to participate, and neither of
these is free from the influences of experience, con-
text, and personality. The low proportions suggest
that the obstetrician perceived childbirth as a dan-
gerous event and was confident in his or her ability
to judge risk, even though prediction of obstetric
risk is notoriously unsuccessful. The reluctance of
most of the selected women to participate may
reflect an expectation that hospital delivery is “nor-
mal” and their being unprepared for a different
suggestion. This pair of findings should therefore
not be accepted as universally generalisable to all
circumstances, especially as we agree with Gavin
Young that one cannot reliably generalise on the
basis of an overall participation rate of 2%.'

Two types of information are required. Firstly,
the difference in the risk of perinatal death, how-
ever small, between home and hospital births
must be quantified. A randomised controlled
trial that can answer this question is probably not
feasible. Secondly, the relative frequency of non-
fatal outcomes (both clinical and psychological)
should be established, given the high population
impact of these events; home delivery may have
some advantages in this respect. The randomised
controlled trial remains the most powerful means
of doing this but depends on a better
participation rate being achieved than has been
the case in the past.

These two types of information taken together
will help pregnant women put the risk of perina-
tal death into perspective by viewing it in the
context of other risks and benefits of place of
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